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Summary Xanthogranulomatous pyelonephritis (XGPN) is an unusual suppurative granuloma-
tous reaction to chronic infection. It often occurs in the presence of chronic obstruction from a
calculus, stricture or tumor. XGPN clinically presents with abdominal mass, pain, weight loss,
anemia and pyuria. Here, we report a case of a 50-year-old woman who had extensive XGPN
complicated by a rarely seen unusual devascularization of the transverse and descending colon
resulting in ischemic colitis owing to compression by a large mass. The abdominal mass was the
largest to be reported to date worldwide. The etiologies, symptoms and signs, complications,
diagnosis and treatment are also reviewed in this article.
# 2008 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.Introduction
Xanthogranulomatous pyelonephritis (XGPN) is rarely seen in
the emergency department (ED). The pathogenesis results
from a suppurative granulomatous reaction to chronic infec-
tion of renal parenchyma. It often occurs in the presence of
chronic obstruction from a calculus, stricture or tumor. XGPN
clinically is predominant in females, diabetics and those with
a history of urinary tract infection (UTI). About one-third of
XGPN cases have associated complications, such as abscess
and fistulas. Here, we present a case of extensive XGPN
complicated by ischemic colitis.* Corresponding author. Department of Emergency Medicine,
Mackay Memorial Hospital, No. 92, Sec. 2, Chung-Shan N. Road,
Taipei, Taiwan. Tel.: +886 2 25433535x3126; fax: +886 2 27621403.
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A 50-year-old female presented to our ED with swelling of
the left abdomen and flank for two weeks. She also com-
plained of recent tarry stool passage and body weight loss of
8 kg in the preceding six months. Her body temperature was
36.8 8C, her pulse rate was 135 beats per minute, the
respiratory rate was 19 times per minute and her blood
pressure was measured as 99/55 mmHg. Physical examina-
tion revealed a huge palpable mass lesion in the left-side
abdomen. Blood tests showed leukocytosis with neutrophil
predominant (WBC = 22.6  109/l; 81% neutrophils). Her
biochemistry revealed glucose levels of 140 mg/dl, blood
urea nitrogen 9 mg/dl and creatinine 0.9 mg/dl. Urine ana-
lysis showed pyuria (WBC = numerous/ml, RBC = 8/ml). The
KUB (Kidney-Ureter-Bladder) showed a large soft-tissue
mass in the left-side abdominal area and staghorn renalPublished by Elsevier Ltd. All rights reserved.
Figure 1 KUB showed a large soft-tissue mass in the left-side
abdominal area and staghorn renal stones in the left renal fossa
(black arrows), compatible with XGPN. A calcified spot in the
right upper abdomen, near the paraspinal area, is suggestive of a
right upper ureteral stone (white arrow).
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(Figure 1). There was a calcified spot in the right upper
abdomen, near the paraspinal area, suggestive of a right
upper ureteral stone. To determine the extent of XGPN, we
arranged a computed tomography (CT) scan of the abdomen,Figure 2 An abdominal CT revealed (A) a huge (12  19 cm) multi
stones are also seen (white arrows). (B) Invasion of the left psoas mrevealing a huge (12  19 cm) multiloculated mass lesion in
the left upper abdomen. Staghorn renal stones and XGPN
invasion of the left psoas muscle and left flank muscle were
also seen (Figure 2). The patient was admitted to the urology
ward following diagnosis of a left staghorn renal stone with
XGPN. Percutaneous nephrotomy (PCN) was performed with
left-side 12Fr pigtail catheter insertion into the left renal
pelvis under sonography guidance. Pus-like urine was
drained out. Six days later, left nephrectomywasmaintained
as a result of incomplete drainage. Operative finding of
ischemic colitis with 11 cm devascularized transverse and
descending colon was revealed and the proctologist per-
formed a partial colectomy. The patient was sent to the
surgical intensive care unit (SICU) for one-day post-opera-
tive observation and was discharged in a stable condition 15
days later. The pathologist confirmed XGPN.
Discussion
XGPN is an uncommon inflammation of the renal parenchyma
that occurs in the presence of chronic obstruction and sup-
puration. It is characterized histologically by the presence of
foamy lipid-containing macrophages (xanthoma cells), diffuse
infiltration with plasma cells, and histiocytes. As described in
previous articles, it largely affects middle-aged women (82—
90.9%of XGPNpatients)with diabetesmellitus (63.6%)1—3. The
mean age of XGPN patients is about 45—55.2 years old4,5. A
positivehistoryofUTIwasmore frequent in these patients too.
XGPN sufferers present to the ED with many symptoms and
signs. The most common symptoms are fever with flank or
abdominal pain (93.6%), weight loss, lower urinary tract
symptoms, gross hematuria, anemia (81.8%), abdominal mass
(73%) andpyuria (53.9%)2,6.Our patientexperiencedalmost all
of these symptoms (left-side abdominal mass, pain, weight
loss, anemia and pyuria), as well as the additional, rarely seen
complication of devascularization of the transverse and des-
cending colon owing to compression by the extensive XGPN.loculated mass lesion in the left upper abdomen; staghorn renal
uscle and left flank muscle were also seen (white arrows).
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pathological findings such as psoas abscess, nephro-cutaneous
fistula,nephro-bronchialfistula, reno-ileal fistula, renocolonic
fistula and paranephric abscess7—10. In this patient, the XGPN
was so extensive as to affect the intra-operative blood supply
of the transverse and descending colon, thus causing the
complicating ischemic colitis. This is a unique occurrence of
ischemic colitis secondary to XGPN worldwide.
The main etiologic agents associated with XGPN are
Escherichia coli, Proteus mirabilis, Klebsiella and Staphylo-
coccus aureus. In nearly all cases, calculi were present2,3,11.
Renal tumors (renal cell carcinoma and Wilms’ tumors),
pyonephrosis, infected hydronephrosis and renal lymphoma
might exhibit similar symptoms12.
A definitive diagnosis depends on histological examination
of the operative specimen. Pre-operatively, a diagnosis can
often be postulated based on imaging studies, primarily CT.
CTcould be considered the best imaging tool for the diagnosis
of XGPN. In the few cases managed by laparoscopy, high
conversion rates were observed. Nephrectomy and debride-
ment of all surrounding affected tissue proved to be curative
for XGPN7. Open nephrectomy and antibiotics are the treat-
ment of choice.
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